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ABSTRACT 
Camille D. Mackler: Gender Affirming Sexual Assault Nurse Examiner Care: A Program 
Evaluation and Quality Improvement Project at a Community-Based Rape Crisis Center 
(Under the direction of Jessica Williams) 
It is well established in the literature that transgender-expansive individuals face 
disproportionately high rates of sexual violence, yet experience high rates of discrimination at 
rape crisis centers and low utilization of sexual assault services. Despite this, sexual assault nurse 
examiners (SANE) are not well equipped to care for the transgender-expansive (TGNB) 
community due to gaps in education and a dearth of resources. This quality improvement project 
at a community-based rape crisis center aims to increase SANEs’ self-perceived cultural and 
clinical competence in providing gender affirming care to TGNB survivors of sexual assault and 
create a welcoming and inclusive clinical environment. This project included a comprehensive 
evaluation of the clinical environment, development and implementation of a training curriculum 
with TGNB-specific content, and providing evidence-based recommendations to leadership. This 
project is a critical step in addressing the large gap in SANE education pertaining to caring for 
TGNB survivors in an effort to improve patient care. 
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CHAPTER 1: INTRODUCTION 
It is well established in literature that the lesbian, gay, bisexual, transgender, and queer 
(LGBTQ+) community face significant health disparities and barriers to accessing health care 
(James et al., 2016). This is particularly true for transgender (individuals whose gender identities 
do not align with the sex assigned at birth) and non-binary/gender non-conforming individuals 
(those who identify outside the male/female binary; hereafter collectively referred to as TGNB). 
Despite being identified as a vulnerable population, clinicians are often ill-prepared to 
serve this community because there is little TGNB representation in health profession trainings 
(Rymer & Cartei, 2015; Sekoni, Gale, Manga-Atangana, Bhadhuri, & Jolly, 2017). In particular, 
sexual assault nurse examiners (SANE) are not well equipped to care for the TGNB community 
due to gaps in education and a dearth of resources. This is significant given that TGNB persons 
experience disproportionally high rates of sexual violence, yet encounter high rates of 
discrimination at rape crisis centers and low utilization of sexual assault services (James et al., 
2016; Rodriguez et al., 2018; Rymer & Cartei, 2015; Seelman, 2015; Todahl et al., 2009).  
Currently, there is no meaningful content included in the International Association of 
Forensic Nurses (IAFN) SANE curriculum guidelines on gender diversity, despite 
recommendations in the U.S. Department of Justice’s (DOJ) national sexual assault protocol 
(DOJ, Office of Violence Against Women, 2013; IAFN, 2018). Presently, the Adult/Adolescent 
SANE training at the Solace Center, North Carolina’s first community-based sexual assault 
forensic examination center, includes only five slides and fifteen minutes of lecture dedicated to 
TGNB content (M. Chadbourne, personal communication, December 12, 2019). According to 
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the Solace Center’s director, SANEs have discussed being uncomfortable asking patients about 
their pronouns and underprepared to care for TGNB sexual assault survivors (L. Schwartz, 
personal communication, March 9, 2020). 
Purpose of Project 
 The overarching purpose of this project was to increase SANEs self-perceived cultural 
and clinical competence in providing trans-affirming care to TGNB survivors of sexual assault. 
The project was a quality improvement project that included developing and implementing 
TGNB-specific content for inclusion into the SANE trainings and continuing education and 
addresses the large gap in education pertaining to caring for TGNB survivors. The secondary 
purpose was to create a welcoming and TGNB inclusive clinical environment at the Solace 
Center by evaluating the current clinical environment and providing leadership with evidence-
based recommendations. 
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CHAPTER 2: LITERATURE REVIEW 
Search Strategy 
A literature review was conducted to explore the intersection of sexual violence, sexual 
assault services, cultural competence, and the TGNB community. The following terms were 
searched in PubMed and ProQuest (Gender Watch): transgender, gender nonconforming, non-
binary, LGBTQ, cultural competence, structural competence, training, health personnel, 
healthcare professionals, education, curriculum, gender affirming, gender identity, sexual assault 
nurse examiner, rape crisis center, sexual violence, rape, and sexual assault. The search terms 
were combined into two searches: sexual minority terms and sexual violence terms; and sexual 
minority terms and cultural competence and training terms. Multiple searches were used to 
capture related research considering that the intersection of TGNB, sexual violence, and forensic 
exams are not well researched. MeSH terms were utilized in PubMed and “noft” was used in 
ProQuest to search anywhere except full text to help guide the search. 
Inclusion criteria included research being published in the last ten years. The search was 
limited to ten years because gender affirming care is a fairly new concept and research published 
before does not use same terminology or current recommendations. Additional inclusion criteria 
included being published in English, having access to full text (including interlibrary loan), and 
addressing TGNB individuals. Pertinent exclusion criteria included exclusive focus on intimate 
partner violence and duplicate articles/studies. Searches were supplemented by a review of 
citations in the studies for articles not found in the search and included national reports and 
standards of care. The first search yielded 104 results and the second search yielded 267. Further 
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inclusion criteria for the first search included addressing sexual violence in some capacity. After 
reviewing titles and abstracts, then performing full-text screening, 12 studies were identified to 
be included in the review. 
Evidence 
Of the 12 studies included in this review, three were systematic reviews (Blondeel et al., 
2018; McCann & Brown, 2018; Sekoni et al., 2017), seven were cross-sectional (Du Mont, Kosa, 
Abavi, Kia, & Macdonald, 2019a; Du Mont, Kosa, Solomon, & Macdonald, 2019b; James et al., 
2016; Langenderfer-Magruder, Walls, Kattari, Whitfield, & Ramos, 2016; Rodriguez, Agardh, & 
Asamoah, 2018; Seelman, 2015; Testa, 2012), and two were mixed methods (Rymer & Cartei, 
2015; Todahl, 2009). The studies were published between 2009 and 2019 and were conducted in 
multiple countries. One systematic review addressed violence motivated by gender identity 
(Blondeel et al., 2018) and two addressed LGBT educational interventions (McCann & Brown, 
2018; Sekoni et al., 2017). There were only two overlapping studies among those reviewed. 
None of the systematic reviews included meta-analyses and all systematic reviews searched 
multiple databases and had a low risk of bias. All three reviews included both qualitative and 
quantitative studies; no randomized control trials were included in any review. Furthermore, in 
examining which studies were included or excluded in the systematic reviews, the study by 
McCann & Brown (2018) was not as transparent in their inclusion and exclusion criteria as 
Sekoni et al. (2017) or Blondeel et al. (2018).  
Two cross-sectional studies utilized data from the 2008 National Transgender 
Discrimination Study (Seelman, 2015; Rodriguez et al., 2018), which used convenience 
sampling. Among the cross-sectional studies, convenience, snowball, and nonprobability sample 
were used, increasing the risk of bias. Collectively, these studies included 253,650 study 
participants, the vast majority were from a systematic review (Blondeel et al., 2018) and the 
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2015 U.S. Transgender Survey (James et al., 2016). Only two studies (Du Mont et al., 2019a; Du 
Mont et al., 2019b) explored the intersection of SANEs and caring for TGNB persons.   
Prevalence of Sexual Violence Among TGNB Individuals 
 Five studies (Blondeel et al., 2018; James et al., 2016; Langenderfer-Magruder et al., 
2016; Testa et al., 2012; Todahl et al., 2009) specifically examined sexual violence as a major 
variable. In addition to the systematic review (Blondeel et al., 2018), two studies utilized data 
from the National Transgender Discrimination Study (Rodriguez et al., 2018; Seelman, 2015).  
Overall, the studies were consistent in their findings and underscored the high rates of 
sexual violence in the TGNB community (Blondeel et al., 2018; James et al., 2016; 
Langenderfer-Magruder et al., 2016; Todahl et al., 2009). Prevalence of sexual violence among 
TGNB individuals varied between studies and ranged between 26.6% (Testa et al., 2012) and 
58.3% (Todahl et al., 2009), although the systematic review found the range to be 7% to 49% 
(Blondeel et al., 2018).  
One study specifically examined the rate of sexual violence in relation to gender identity 
or expression and found that nearly 90% of respondents reported that gender identity was the 
primary reason for the assault (Testa et al., 2012). The same study found that rates of sexual 
violence were statistically significantly associated with socioeconomic status (SES); the lower 
the SES, the higher the prevalence of violence (p=0.006; Testa et al., 2012). Although one of the 
studies was mixed methods (cross-sectional and qualitative), all five of the studies support that 
disproportionate rates of sexual violence exist in the TGNB community.  
Discrimination and Utilization of Sexual Assault Services 
 Seven studies examined discrimination in and utilization of sexual assault services 
(James et al., 2016; Rodriguez et al., 2018; Rymer & Cartei, 2015; Seelman, 2015; Todahl et al., 
2009). Several studies found high rates of discrimination at rape crisis centers and low rates of 
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utilization. One study (Rodriguez et al., 2018) found that between 4% to 7% of individuals 
reported discrimination at a rape crisis center, domestic violence center, and/or drug treatment 
facility, although the study did not include the utilization of rape crisis centers, alone. Higher 
rates of discrimination were found in one of the larger studies (James et al., 2016), which found 
that 22% of respondents who went to a rape crisis center faced discrimination, particularly 
transwomen. Multiple studies found that discrimination in rape crisis centers was significantly 
associated with racial/ethnic minority status (Rodriguez et al., 2018; Seelman, 2015). Other 
significant positive associations with discrimination included recognizability (Rodriguez et al., 
2018), citizenship status (Seelman et al., 2015), SES (Seelman et al., 2015), history of suicidality 
(Seelman et al., 2015), history of sex work (Seelman et al., 2015), and transmasculine gender 
identities (Seelman et al., 2015). 
Several studies found that a significant majority of TGNB have never used sexual assault 
services (James et al., 2016; Rymer & Cartei, 2015; Todahl et al., 2009). One study found that 
cisgender women were 2.8 times more likely to use sexual assault services than TGNB 
individuals (p=0.013; Todahl et al., 2009). Multiple studies identified barriers in utilizing sexual 
assault services including: fear of discrimination (James et al., 2016; Rymer & Cartei, 2015), 
transphobia, concern about being outed, ignorance of TGNB experiences, and a mistrust of 
services (Rymer & Cartei, 2015). 
Two studies addressed discrimination in health care at large (James et al., 2016; 
Rodriguez et al., 2018). One study was aimed at assessing discrimination among TGNB 
individuals in relation to their recognizability (Rodriguez et al., 2018) and was the only study to 
examine being recognized as TGNB as main exposure. This study found that discrimination in a 
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health care setting was significantly associated with recognizability among transwomen (p<0.05; 
Rodriguez et al., 2018). 
 Three studies explored utilization of law enforcement or mistreatment by law 
enforcement although the variables measured were inconsistent across the studies (James et al., 
2016; Langenderfer-Magruder et al., 2016; Testa et al., 2012). The rate of reporting to law 
enforcement raged from 9% (Testa et al., 2012) to 15% (Langenderfer-Magruder et al., 2016) 
and was not found to be significantly different from rates of police reporting among cisgender 
individuals (Langenderfer-Magruder et al., 2016).  
Knowledge Gaps & Cultural Competence of SANEs 
Only one study (Du Mont et al., 2019b) was identified that specifically addressed nurses’ 
level of clinical and cultural competence in caring for TGNB persons who have been sexually 
assaulted. Over half (61.3%) of respondents had prior trans-specific training in various settings, 
whereas only 31.6% of respondents reported having trans-specific training as part of their SANE 
training (Du Mont et al., 2019b). Despite some training, the majority (73.1%) of respondents 
reported having no or low level of expertise in caring for TGNB patient’s that have been sexually 
assaulted (Du Mont et al., 2019b). Nearly all respondents (95.8%) strongly agreed or agreed that 
they would benefit from additional trans-specific training (Du Mont et al., 2019b). The overall 
mean scores for perceived competence in initial assessment and medical care were significantly 
higher for nurses who had prior trans-specific training (p=0.004 and p=0.001, respectively; Du 
Mont et al., 2019b). This study did not assess nurse’s actual performance or clinical competence 
in the clinical setting and was limited to measuring perceived competence (Du Mont et al., 
2019b).  
While Du Mont et al. (2019b) offered no specific intervention of curriculum, they did 
offer areas of competence requiring further development including: intersex versus TGNB 
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identities, effects of hormones on contraception, specific equipment or tools needed to perform 
exam on TGNB persons, and TGNB resources.  
Only one study addressed the capacity of sexual assault and violence programs to care for 
TGNB survivors (Du Mont et al., 2019a). This study found that more than two thirds of program 
leaders collaborate in some capacity with trans-affirming providers, such as hiring a TGNB 
inclusion coordinator (Du Mont et al., 2019). However, they found that less than 15% utilized 
gender-neutral body maps and only 11% had specialized programs geared towards TGNB clients 
(Du Mont et al., 2019).  
Training Health Professionals 
Two systematic reviews (McCann & Brown, 2018; Sekoni et al., 2017) examined 
educational interventions to address LGBT health care issues. One systematic review sought to 
review the education and training requirements of interdisciplinary undergraduate students and 
health professionals surrounding LGBT+ health (McCann & Brown, 2018). The other systematic 
review sought to assess the effect of curricula or trainings for health care students and health 
professionals on LGBT health (Sekoni et al., 2017). The quality of the evidence was mixed in 
both reviews. One study found that based on the Critical Appraisal Skills Program (CASP) 
framework, nine studies out of 22 scored between 14 and 16, indicating limitations related to 
aims, data collection methods, and ethical concerns whereas 14 studies scored highly (McCann 
& Brown, 2018). Sekoni et al. (2017) used a modified Downs and Black checklist to appraise the 
literature instead, finding that most of the study designs were weak and at high risk for bias.   
Both reviews found a variety of teaching methods were used in the studies including, 
presentations/didactic lectures, scripted interviews, group work, e-learning, case reviews, social 
events, and panel discussions (McCann & Brown, 2018; Sekoni et al., 2017). One review found 
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that training panels were found to be effective in increasing provider knowledge, attitudes, and 
acceptance, although no statistical significance was given (McCann & Brown, 2018). 
One review found that all studies significantly improved LGBT health knowledge 
immediately after the training and at follow up (Sekoni et al., 2017). Nearly all studies 
significantly increased acceptance of LGBT people and sexuality related issues (Sekoni et al., 
2017). Only one study evaluated practice change behavior and no statistical significance was 
given (Sekoni et al., 2017). Specific attitudes towards TGNB persons, isolated from the broader 
LGBT umbrella, were not mentioned in either review. 
The reviews found that there is a persistent need for longitudinal studies to identify 
interventions’ impact on clinical practice (McCann & Brown, 2018; Sekoni et al., 2017), formal 
evaluation and further research into the integration of health curriculums (McCann & Brown, 
2018), that there is a lack of unified conceptual model for training (Sekoni et al., 2017), and that  
baseline evaluations and post curriculum evaluations are needed (McCann & Brown, 2018). 
Recommendations provided by the reviews included: making content compulsory (Sekoni et al., 
2017), increasing the overall number of teaching hours (Sekoni et al., 2018), integrating pre-
curriculum self-assessment (McCann & Brown, 2018), covering a broad range of topics beyond 
“traditional” topics (McCann & Brown, 2018), and including LGBT people in the development 
or facilitation of training (Sekoni et al., 2017). 
Conclusion 
Overall, the studies were consistent in their findings on sexual violence prevalence and 
discrimination in sexual assault services. No research focused on TGNB individual’s experiences 
seeking/obtaining forensic exams, although the studies consistently found low rates of sexual 
assault services utilization among TGNB persons. Although no formal review or evaluation of 
SANE curriculums have been performed to this date, one study found a lack of competence 
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among SANEs in Ontario, Canada (Du Mont et al., 2019b). No educational interventions have 
been identified on training SANEs to be culturally competent, although the authors report an 
intervention was started in 2018 (Du Mont et al., 2019b). Considering the literature, there is 
evidence to support a need for interventions to address gaps in SANEs clinical knowledge, 
competence, and attitudes.  
Theoretical Foundation 
In a review of the literature on cultural competence and translational science, two theories 
were identified to help conceptualize the problem and implement evidence-based practice. 
Considering the complexity of translating new knowledge into practice, the intervention will be 
informed and guided by the Ottawa Model of Research Use (OMRU), an organizing framework 
that encompasses three phases and six key elements (Graham & Logan, 2014; White, 2016). The 
first phase involves assessing organizational barrier and supports, considering both the potential 
adopters and practice environment (White, 2016). The following phase monitors implementation 
and adoption of the intervention and the final phase evaluates the outcomes (Graham & Logan, 
2014; White, 2016). 
While OMRU will guide the intervention and help facilitate implementation, structural 
competency will be used to explore how structural forces (e.g. political, social, and economic 
inequities) influence the disproportionate burden of sexual violence, discrimination, and poor 
health outcomes TGNB individuals face (Metlz & Hansen, 2014). It is important for medical 
professionals to recognize structures that shape clinical interactions and unpack the unique 
barriers TGNB individuals face in accessing medical care, legal support, and socio-political 
institutions. This is especially true for SANEs and those working to address sexual violence in 
our communities.  
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Structural competency is a five-step conceptual model that emerged amidst criticism of 
cultural competency theories and a push from international organizations for clinicians to look 
beyond individual interactions and address cultural competency in structural terms (Metlz & 
Hansen, 2014). It builds on cultural competency frameworks by examining macro-level socio-
political and cultural forces that lead to structural violence, stigma, and inequalities (Metlz & 
Hansen, 2014). Despite growing calls for clinicians to address stigma and health inequalities, 
Metlz and Hansen (2014) argue that health care professionals lack training to address the larger 
structural contexts in which the social determinants of health impact illness, “long before doctors 
or patients enter examination rooms” (p.127). This is similarly true for SANEs given the 
evidence on SANEs’ lack of competency in providing TGNB specific post-assault care (Du 
Mont et al., 2019b) and, more broadly, discrimination in health care settings (James et al., 2016).  
Structural competency has five core competencies: “1) recognizing the structures that 
shape clinical interactions; 2) developing an extra-clinical language of structure; 3) rearticulating 
‘cultural’ formulation in structural terms; 4) observing and imagining structural interventions; 
and 5) developing structural humility” (Metzl & Hansen, 2014). Collectively, these five 
competencies are informed by interdisciplinary literature and form the paradigm of structural 
competency (Metzl & Hansen, 2014). This theory has been used primarily in educational settings 
and in the health sciences and although structural competency has predominantly been applied to 
understand race, its application certainly extends to other marginalized groups.  
  In applying structural competency to my DNP project, the five core competencies will 
serve as an approach to teaching SANEs (and SANEs-in-training) how to provide sensitive and 
competent gender affirming care, how to self-reflect on their internal biases, and how to address 
TGNB individuals’ heightened susceptibility to sexual violence. For example, educating SANEs 
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that sexual violence disparities are not inherent to TGNB individuals; rather, they stem from 
numerous structural factors including, federal and state policies (e.g. HB 2), social discrimination 
(e.g. racism, homophobia, transphobia), and internalized transphobia (Donald, DasGupta, Metzl, 
& Eckstand, 2017). In addition, teaching them the unique clinical needs that TGNB sexual 
assault survivors may face due to different body configurations, heightened risk for injuries 
related to hormone use, body dysmorphia, and the risk of poly-victimization (Du Mont & Kosa, 
2019; James et al., 2016; Munson & Cook-Daniels, 2016). 
Structural competency also promotes that attention be paid to intersecting identities. 
Intersectionality an important component of gender affirming care considering that 
discrimination in rape crisis centers has been significantly associated with racial/ethnic minority 
status (Rodriguez et al., 2018; Seelman, 2015), recognizability (Rodriguez et al., 2018), 
citizenship status (Seelman et al., 2015), socioeconomic status (Seelman et al., 2015), history of 
suicidality (Seelman et al., 2015), history of sex work (Seelman et al., 2015), and transmasculine 
gender identities (Seelman et al., 2015).  
Structural competency also posits that clinicians can act on stigma and social/institutional 
determinants of health, beyond individual patient interactions, by engaging in social and 
institutional interventions (Drevdahl, 2018). This component of structural competency 
emphasizes the importance of developing partnerships with community organizations and how 
essential outreach is, considering the historically limited access TGNB individuals have had to 
these services. This component will largely guide efforts to foster relationships between the 
Solace Center and the TGNB/LGBTQ+ community. 
In giving SANEs a structurally competent education, I aim to promote an awareness of   
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structural forces, broaden practical skills, and prepare participants to start developing cultural 
humility, all while knowing that this knowledge serves as, “the beginning points of conversations 
rather than endpoints” (Metlz & Hansen, 2014, p.141). 
14 
CHAPTER 3: PROJECT PLAN 
Design 
The DNP project was a quality improvement project that examined the impact of 
integrating a structurally competent and gender affirming intervention at the Solace Center. The 
project included creating and implementing a standalone continuing education course and 
evaluation of the clinical environment. The intervention was aimed at improving SANEs self-
perceived competency in providing trans-affirming care and increasing the Solace Center’s 
inclusivity for gender diverse clients.  
Methods 
Formative Work  
 During my time working as a SANE and registered nurse (RN) in the Emergency 
Department (ED) at Duke University Hospital (DUH), I have served as a leader and a resource in 
the ED on LGBTQ+ health. I have provided the DUH SANE team with annual trainings on 
gender affirming care and caring for TGNB survivors. I have also presented at the 2018 North 
Carolina IAFN conference and at the 2019 North Carolina Coalition Against Sexual Violence 
(NCCASA) conference. In addition, I have attended the University of California San Francisco’s 
(UCSF) Center of Excellence for Transgender Health’s (Trans CoE) 2017 National Transgender 
Health Summit and the 2019 Fenway Health Advancing Excellence in Transgender Health 
conference. 
 I have also worked with the Durham Crisis Response Center (DCRC) and served on their 
LGBTQ Advisory Committee, as well as collaborated with the Duke Family Medicine Clinic and 
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Child and Adolescent Gender Center Clinic. I am currently a member of the LGBTQ+ 
Community Advisory Board at DUH and participated in the Fenway “train the trainer” course: 
Improving Care for the LGBTQ+ Community at DUH. This experience served as a strong 
foundation for this project, particularly in developing the content for the training and fostering 
professional and community relationships.  
Project Details 
The project was comprised of four components:  
1. Creating a continuing education training related to providing gender-affirming and 
TGNB-specific care for sexual assault survivors.  
2. Implementing the training as a standalone, virtual course. 
3. Evaluating self-perceived competency pre- and post-training. 
4. Evaluating the organizational environment and preparing a summary for key 
stakeholders with specific recommendations. 
Prior to this project, the Solace Center had no continuing education course or training on 
TGNB care and provided no relevant onboarding training for SANEs employed at the Solace 
Center. Given the circumstances surrounding the global pandemic, the Solace Center’s biannual 
40-hour didactic Adolescent/Adult SANE trainings and transition to practice trainings, geared 
towards Registered Nurses (RN) and Advanced Practice Registered Nurses (APRN), were 
postponed. Since these trainings were canceled, the original plan to integrate TGNB specific 
content throughout the trainings was not feasible, and thus efforts were focused on the creation 
of a standalone training that could later be incorporated into future trainings. Additionally, given 
that there were no course registrants for either training, the decision was made to work 
collaboratively with the Solace Center director to offer the training via a webinar that would be 
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offered to members of the IAFN and Solace Center. The Solace Center paid for continuing 
education credit for this course.  
 The TGNB-specific content (Appendix A) for the training was partly informed by the 
IAFN curriculum guidelines (IAFN, 2018), DOJ’s national sexual assault protocol (DOJ, Office 
of Violence Against Women, 2013), FORGE, a national transgender anti-violence organization 
(FORGE, 2019), and formative work in the field. The content included information on assessing 
and providing medical care to TGNB survivors, as well as unique forensic examination and 
referral and discharge considerations. This course was recorded via a live zoom session and was 
later made available to individuals who could not attend the live session.  
Structural competency served as an important foundation for this content with the goal of 
having participants think critically about TGNB survivors’ intersecting identities, structural 
forces impacting health disparities and violence, and how to integrate this knowledge into 
practice. A focus on structural competency aligns with OMRU, which encourages researchers to 
consider structural and cultural barriers and supports in the clinical environment.  
 Lastly, FORGE’s SA/DVTCs self-assessment tool (FORGE, 2019; Appendix B) was 
used to evaluate the Solace Center’s readiness to care for TGNB survivors and opportunities to 
make structural changes. Following this evaluation, a summary of findings was presented to 
stakeholders with specific recommendations supported by evidence (Table 3).   
Setting & Population 
This project took place at the Solace Center, a community-based sexual assault forensic 
examination center in Raleigh, NC and virtually. The Solace Center operates under a larger 
umbrella organization, InterAct, which provides services to survivors of domestic and sexual 
violence. The Solace Center currently staffs eight SANEs, two sexual assault case managers, 
over 40 sexual assault victim advocates, front desk staff, security guards, and 24-hour crisis line 
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staff. In addition to providing forensic examinations to sexual assault survivors 16 years and 
older, the Solace Center provides support groups, help clients in reporting to law enforcement, 
and help clients with any other needed resources (e.g. Rape Victim Assistance Program (RVAP), 
funding for HIV post-exposure prophylaxis (PeP)). The Solace Center also provides education 
for SANEs transitioning to practice in North Carolina and has recently started offering 40-hour 
didactic Adult/Adolescent SANE trainings.  
Currently, the Solace Center does not capture complete sexual orientation and gender 
identity data (SOGI); however, the limited data it collects suggests low rates of utilization among 
LGBTQ+ persons. In 2019, only 3.4% of clients that sought services at the Solace Center 
identified themselves as LGBTQ+ (nearly 13% did not answer) and only one client self-
identified as transgender (L. Schwartz, personal communication, March 9, 2020).  
Stakeholder Involvement 
 This project was guided by TGNB community members via collaboration with the 
LGBTQ+ Center of Raleigh. This included meetings with two employees of the LGBTQ+ 
Center of Raleigh’s working on education efforts and programming. Additionally, leadership at 
the Solace Center was involved throughout the intervention to promote organizational buy-in and 
sustainability. Although OMRU does not specifically mention stakeholder involvement, it does 
consider possible cultural and social barriers and supports, which may be addressed with 
stakeholder involvement.  
Data Collection & Instruments 
 A questionnaire was developed to measure SANEs’ perceived competency in caring for 
TGNB survivors and an assessment tool was used to evaluate the Solace Center’s capacity for 
addressing the needs of TGNB survivors. The questionnaire was built upon a survey developed 
by Du Mont et al. (2019b; Appendix C). Du Mont et al. (2019b) developed a survey to assess the 
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self-perceived level of competence among nurses caring for TGNB survivors of sexual assault. 
Although Du Mont et al. (2019b) did not publish psychometric properties of the survey, they 
developed it in conjunction with a research team and advisory group.  
This questionnaire (Appendix C) was offered in an online format via Qualtrics and was 
administered at two time points: pre-training and post-training. The pre-training survey was 
completed within two to three weeks prior to participants taking the training and the post-training 
survey was completed within two months after completing the training.  
Participants were asked to answer questions on specific competencies (i.e. initial 
assessment, medical care, forensic exam, and referral and discharge) using a 5-point Likert scale 
(i.e. strongly agree, agree, neither agree nor disagree, disagree, strongly disagree) to describe 
their level of expertise for each statement in a competency. To receive the online link for the 
course, participants were required to complete the questionnaire and, to receive a certificate of 
completion (i.e. documentation of CE credit), participants were required to submit a course 
evaluation, which included the post-training questionnaire.   
The site evaluation was conducted on March 27, 2020 during a site visit and meeting with 
the Solace Center’s director using a shortened version of the FORGE assessment tool (FORGE, 
2019; Appendix B). The assessment included a face-to-face meeting in which we went through 
each pertinent item on the assessment and discussed current policies and resources. It also 
included a tour of the facility and visualization of the overall environment. Lastly, it included a 
review of the documentation materials and intake forms the Solace Center uses. The FORGE 
assessment tool included tangible and intangible items related to providing affirming care. The 
items specific to a DV shelter were excluded as a full evaluation of InterAct as a whole was 




Survey data was collected pre-intervention (time 1) and post intervention (time 2). 
Descriptive statistics were calculated for each variable followed by a series of paired t-tests to 
look at the change between the two time points: (a) time 1 and time 2. SPSS (IBM, Armonk, 
NY) was utilized for data analysis. The data from Qualtrics was imported into SPSS and then 
cleaned and de-identified. Data from time 1 and time 2 were combined for analysis. Descriptive 
statistics were used to examine sociodemographic characteristics, prior work experiences, and 
overall experience, which were only collected at time 1. Self-perceived competence was 
compared between time 1 and time 2 for each individual question and then mean scores between 
each component of care were compared using paired t-tests. The only missing data is from one 
respondent who completed both their time 1 and time 2 surveys in the post intervention survey, 
thus there is missing data for sociodemographic characteristics, prior work experiences, and 
overall experience for this individual. Qualitative data from the two open-ended questions on the 
post intervention survey were taken verbatim.  
Project Timeline 
 The training was offered via live zoom on August 18, 2020 and the recording of said 
training continues to be offered. Surveys were collected up to December 1, 2020 for analysis and 
evaluation. The site evaluation was conducted on March 26, 2020.  
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CHAPTER 4: RESULTS 
A total of 22 individuals completed the surveys at both time points. One individual 
mistakenly filled out their time 1 survey in the wrong format, and thus demographic 
characteristics, and work related and prior training experiences were only reportable on 21 
individuals. Demographic information is presented in Table 1. 
Sociodemographic Characteristics 
 The age range varied among participants; five (23.8%) were between 20 and 30 years old, 
six (28.6%) between 31 and 45 years old, eight (38.1%) between 46 and 60 years old, and 2 
(9.5%) were 61 years old and above. All participants identified as cisgender women, meaning 
that they were assigned female at birth and identify as a woman.  
Work Related Experiences 
Only two participants were not SANEs. Among SANEs, an equal number (n=5; 23.8%) 
of participants had less than one year, between one and five years, and between five- and 10-
years’ experience. Only four (19%) had over 10 years SANE experience. The majority of 
participants worked in either a rape crisis center (45.5%) or emergency department (40.9%). Few 
worked for a hospital-based program (9.1%), in education (4.5%), or in another setting (9%).  
Prior Transgender-specific Experience and Training 
 Nearly three-quarters (71.4%) of participants had provided direct clinical care to a client 
who indicated they are transgender. Two-thirds (66.7%) of participants had prior transgender-
specific training in various contexts, such as self-directed learning (45.5%), conferences (31.8%) 
SANE training (18.2%), undergraduate nursing (9.1%), and through their employer (13.5%).  
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Self-Perceived Expertise and Benefit of Additional Training 
 More than one-third (36.4%) of participants indicated having no expertise in care for 
transgender clients who have been sexually assaulted with the rest (63.6%) reported having some 
expertise. The vast majority of participants agreed (22.7%) or strongly agreed (68.2%) they 
would benefit from additional training in caring for transgender clients.  
Table 1 
Demographics 
Characteristics % n 
Age  21 
20 to 30 23.8 5 
31 to 45 28.6 6 
46 to 60 38.1 8 
61+ 9.5 2 
Sex  21 
Female 100 21 
Gender  21 
Woman 100  
Length of SANE employment  21 
Less than 1 year 23.8 5 
Between 1 and 5 years 23.8 5 
Between 5 and 10 years 23.8 5 
More than 10 years 19 4 
Not a SANE 9.5 2 
Practice Setting  22 
Rape Crisis Center 45.5 10 
Emergency Department 40.9 9 
Hospital based Program 9.1 2 
Education 4.5 1 
Other 9 2 
Provided direct Clinical Care to a client who 
has indicated they are transgender 
 21 
Yes 71.4 15 
No 28.6 6 
Prior transgender-specific training  21 
Yes 66.7 14 
No 33.3 7 
Context of prior training  21 
Self-directed learning 45.5 10 
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Conference 31.8 7 
SANE training 18.2 4 
Undergraduate Nursing 9.1 2 
Employer 13.5 3 
I have not received training 27.3 6 
Self-perceived expertise in caring for 
transgender client who has been sexually 
assaulted 
 22 
No expertise 36.4 8 
Some expertise 63.6 14 
Benefit from additional training in caring for 
transgender client 
 22 
Strongly agree 68.2 15 
Agree 22.7 5 
Somewhat agree 9.1 2 
 
Self-Perceived Competencies 
 The mean Likert scale ratings (1=strongly agree, 2=agree, 3=neither agree nor disagree, 
4=disagree, 5=strongly disagree) and standard deviation (SD) for each individual competency 
within each component of care (initial assessment, medical care, forensic examination, and 
discharge and referral) were compared pre- and post-training (Appendix D).  
 The mean Likert scale ratings for each component of care was then subject to a series of 
t-tests to look at the change pre- and post-training (Table 2). The change from pre- to post-
training was significant for every component of care (p<0.005). The mean rating for initial 
assessment pre-training was 2.25 (SD=0.814) compared to 1.61 (SD=0.560) post-training 
(p=0.001). The mean rating for medical care pre-training was 1.95 (SD=0.566) compared to 1.40 
(SD=0.438) post-training (p=0.000). The mean rating for forensic examination pre-training was 
2 (SD=0.768) compared to 1.44 (SD=0.431) post-training (p=0.004). The mean rating for 
discharge and referral pre-training was 2.10 (SD=0.798) compared to 1.51 (SD=0.552) post-





Perceived level of competence across components of care pre- and post-training 
 Pre-training Post-training   
Component of care Mean SD Mean SD t P value 
Initial Assessment 2.25 .814 1.61 .560 3.836 .001 
Medical Care 1.95 .566 1.40 .438 5.460 .000 
Forensic Examination 2 .768 1.44 .431 3.254 .004 
Discharge and Referral 2.10 .798 1.51 .552 4.146 .000 
*1=strongly agree, 2=agree, 3=neither agree nor disagree, 4=disagree, 5=strongly disagree 
Organizational Environment 
 The FORGE assessment tool (FORGE, 2019; Appendix B) is divided into tangible and 
intangible items. Tangible areas in which the Solace Center was not ready to serve TGNB clients 
included forms and paperwork, office records, non-discrimination policies, bathrooms, 
advertising, outreach, staff training, environment (Table 3). Intangible areas in which they were 
not ready to serve TGNB clients was overarching cultural competency. Recommendations from 
site assessment findings can be seen in Table 3.  
Despite some areas for growth, the organization was successful in some tangible areas. 
They included pronouns on forms and paperwork for both the Solace Center and InterAct and 
staff access to TGNB-related information was limited at the Solace Center to protect client 
privacy (this was not true of InterAct). They also had single occupancy bathrooms with signage 
that indicated clients could use whichever gendered bathroom aligns with their identity. The 
Solace Center also offered a range of clothing items that were both gender-neutral and in a 
variety of sizes for clients. Forensic documentation included a non-gendered body map and 
medical information included an option for “not applicable” for individuals not wanting to 





Solace Center clinical environment issues & recommendations 
 Issues Identified Recommendations 
Forms and paperwork Forms such as “Standing Orders for 
Victims of Sexual Violence” and 
“Medical Forensic Consultation 
Data Tracking Form” are not 
inclusive of transgender and non-
binary (TGNB) survivors and do not 
effectively capture sexual 
orientation and gender identity data. 
 
Examples: 
-Language such as: “Patient must be 
male or female” 
-Conflating sex and gender 
-Forensic Documentation forms are 
gendered and not inclusive of 
TGNB or intersex individuals who 
may have different body 
configurations; this includes both 
the past medical history, pre-assault 
activities, and physical examination 
-Asking if the client identifies as 
LGBTQ but not specifying either 
gender identity or sexual orientation 
-Forms ask for “preferred” pronouns 
which can make it seem like they 
are optional for staff 
-Include both legal and 
chosen  
-Include gender and sex 
options beyond female/male, 
utilize 2-step method (Step 1: 
sex assigned at birth, Step 2: 
current gender identity) 
-Include partnership status 
and relationship options 
(including same-
gender/genderqueer 
relationships, those legally 
recognized and not)  
-Emergency contact should 
ask for relationship to client 
-Consider documentation 
that is the same for all clients 
rather than gendered charts 
- Medical history form and 
physical exam organized by 
organ system or function 
rather than sex 
 
Office Records No system for tracking name of use 
and/or pronoun(s) 
-Update system for recording 
both name of use (chosen 
and legal) and pronoun(s) 
-Ensure the system 
emphasizes name and 
pronoun client uses (so staff 
will be aware of what name 
to use) 
Client/patient bill of 
rights & Non-
discrimination policies 
Not readily available for clients or 
inclusive of gender identity or 
sexual orientation 
-Prominently posted 
-Available on website 







-Explicitly include gender 
identity, gender expression, 
and sexual orientation (for 
both clients and staff, e.g. in 
employee manual) 
Bathrooms Non-harassment policies not posted -Offer menstrual products in 
all restrooms, not just 
women’s restrooms 
-Post non-harassment 
policies in bathrooms 
specifically 
Outreach & Surveys Currently data on the LGBTQ+ 
client population is limited because 
this is only captured as a single 
check box for LGBTQ under special 
population 
-Start with outreach to 
LGBTQ+ community and 
collaborate with LGBTQ 
Center of Raleigh/other local 
groups 
-Consider developing a 
community advisory board 
-See forms/paperwork 
recommendations 
Staff No mandatory or basic training as 
part of onboarding 
-Staff name tags have option 
to include pronouns or 
separate pronoun pins 
offered 
-Post a staffing list that 
includes both names and 
pronouns 
-Basic cultural competency 
training mandatory as part of 
orientation 
-Offer ongoing cultural 
competency training for staff 
 
Environment Colors and artwork/photos are 
geared more towards women 
-Ensure art/colors/words not 
skewed towards one gender 
Advertising/publicity Currently there are no 
images/photos/language on the 
website that is inclusive of 
LGTBQ+ survivors. The same is 
true for other displayed 
materials/handouts.  
Website does not make it clear it is 
a safe space for LGBTQ+ clients 
-Include images/photos/art 
that are inclusive of 
LGBTQ+ people 
-Language generally 
inclusive of all genders 
-Post non-discrimination 
statement 
-Ensure website is overtly 
welcoming of TGNB and 
LGB+ clients 
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CHAPTER 5: DISCUSSION 
There is a demonstrated lack of resources, research, and TGNB specific training for 
SANEs, despite increased sexual violence prevalence and discrimination in sexual assault 
services for TGNB survivors. A lack of training and competency may not only contribute to poor 
utilization of sexual assault services, but also translate into the provision of care. Prior studies 
(Du Mont et al., 2019) have demonstrated that additional trans-specific training for SANEs is 
both valued among participants and feasible (Du Mont, Saad, Kosa, Kia, & Macdonald, 2020). 
Similarly, this project found that implementing a TGNB-specific training could significantly 
impact SANEs self-perceived competency in caring for TGNB survivors of sexual assault. The 
training was successful at increasing self-perceived competency in each of the four components 
measured.  
There are several limitations to consider in this project. First, there was no ability to study 
whether this training resulted in changes in actual competency in the clinical setting. While this 
was attempted in the Du Mont et al. (2020) study by incorporating a clinical vignette into the 
pre- and post-training survey, the authors were able to comment solely on demonstrated 
competency outside the clinical setting. Secondly, this study may not be generalizable given its 
small sample size. There were individuals who completed the post-training survey but never 
completed the pre-training survey, thus accounting for missing data and being unable to include 
them in the analysis. While the pre-training survey was supposed to be required prior to 




Another limitation this project faced was the ongoing global pandemic. Not only did this 
alter the plans for this project, but it forced the Solace Center to completely shift gears and 
develop a new, remote-only training. The pandemic also required us to shift our emphasis on the 
40-hour and transition trainings to creating a standalone training that could be more widely 
accessible, particularly beyond the scope of this project. Despite these challenges, there are 
benefits to having a standalone, virtual training that can be used in a variety of settings outside 
the scope of this project.  
 Additionally, the Solace Center’s current lack of partnership with the TGNB and broader 
LGBTQ+ community was compounded by the pandemic and may impact the significance of this 
project. Regardless of whether the Solace Center staff are trained and competent to care for 
TGNB survivors, if the center doesn’t have community support, literature suggests that TGNB 
individuals will continue to avoid post-assault care due to aforementioned barriers (Seelman, 
2015). Including LGBTQ+ community members in outreach efforts is not only recommended by 
the National LGBT Health Education Center (2015) and the Joint Commission (2011), but also 
by FORGE. In fact, a recent review of the literature on applying organizational change models to 
LGBT communities found that engagement with community stakeholders is one of five major 
components needed for organization change for LGBT inclusion (Eckstrand et al., 2017). 
Similarly, a frequently mentioned tool in the relevant literature is the creation of a community 
advisory board, which has been recommended to the Solace Center (Du Mont et al., 2019; Joint 
Commission, 2011). The community members involved in this project as stakeholders were 





SANEs are often ill-prepared to serve the TGNB community due to gaps in education and 
a dearth of resources. This project echoes the findings from other recent studies (Du Mont et al., 
2019b; Du Mont et al., 2020) and highlights the feasibility and desire among SANEs to receive 
more training on caring for TGNB survivors of sexual assault. Ultimately, by improving TGNB 
clinical competence among SANEs and making rape crisis centers more inclusionary, it is this 
author’s hope that clinical care and access to these vital services are improved for TGNB 
survivors.  
The project’s continuing education session was recorded live and will continue to be 
made available to the Solace Center staff and future students. It will be included as an add-on to 
the Solace Center’s future trainings (both the 40-hour SANE training and transition to practice 
trainings) or offered as standalone continuing education for state IAFN members. Given the 
success and positive feedback from participants, this training could have a broader impact on 
SANEs across the state and the country if disseminated more widely, particularly through the 
IAFN. The success of the project also suggests there would be support and benefits if the IAFN 






APPENDIX A: CONTINUING EDUCATION CURRICULUM OUTLINE 
Learning Topics  
Introduction  Basic LGBTQ+ terminology 
 Advanced terminology 
 Gender vs. sex 
 Population 
 ‘Unique healthcare challenges’ (e.g. prevalence,  
discrimination, factors impacting vulnerability) 
 Structural competency 
 Social determinants of health 
Intimate Partner Violence & 
Sexual Violence 
 IPV 
 Sexual violence 
 Trans-specific tactics 
Gender Affirming Care  Gender affirming medications/surgeries/non-
pharmacological 
Medical Forensic History 
Taking 
 Gender affirming language & questions 
Medical history 
      Asking/using pronouns 
      SOGI data 
      Organ inventory 
      Gender affirming  
         medications/surgeries 
      Medical language vs.  
         patient preference 
Event history 
      Gender narrative 
      Unique trauma, psychosocial needs, and 
psychosocial sequelae, acute & chronic  
      Poly-victimization 
Observing and Assessing 
Physical Examination 
Findings 
 Consent/assent  
 Body autonomy, respect, privacy 
 Physical exam 
      Unique trauma 
      Exam considerations for     
        different body     
        configurations (e.g.  
        equipment, positioning) 
      Effect of affirming  
        surgeries and medications    
        on body/implications for  
        injuries 
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Medical Forensic Specimen 
Collection 
 Unique concerns regarding law enforcement 
 Minimizing unique trauma 
 Evidentiary value versus patient safety/cost 
Medical Forensic 
Photography 
 Minimizing re-traumatization 
Pediatric/Adolescent  Gender affirming medications 
 Mental health 
Sexually Transmitted Disease 
Testing and Prophylaxis 
 Unique risks 
 Effects of affirming medications/surgeries 
 HIV/AIDS 
Pregnancy Risk Evaluation 
and Care 
 Effects of affirming medications/surgeries 
Medical Forensic 
Documentation 
 Medical language vs.  
patient preference 
 Using chosen name/pronouns 
Discharge and Follow-Up 
Planning 
 Discusses utilization of LGBTQ+ organization/services 
 Unique safety considerations 




































































APPENDIX C: COMPETENCY QUESTIONNAIRE 
1 I know to always refer to a trans client by their chosen name and pronoun(s), even when 
speaking to others. If unsure of their chosen name or what pronoun they go by, I 
routinely ask. 
2 I understand the distinction between trans identities and intersex. 
3 I know how to document information in the medical record when the name a trans client 
uses and the gender they present as differs from their legal name and gender. 
4 I am confident that I do not, or would not, show surprise, shock, dismay or concern 
when either told or inadvertently learning that a client is trans. 
5 I understand that a trans client may fear assault or belittlement by a healthcare 
professionals’ response to their gender identity or expression. 
6 I am aware that a companion of a trans client may not know their gender identity. 
7 I routinely consider how a trans client’s fears and concerns can affect their initial 
reactions to a sexual assault, their post-assault needs and decisions before, during and 
after the entire care visit. 
8 I am aware that a trans client may have discomfort, dysphoria, and /or dissociation from 
their body due to being trans. 
9 I am aware that some trans clients may use non-standard labels for certain body parts 
and may be unable to discuss sex-related body parts at all. 
10 I know how to ask a trans client sensitively about their history of transition-related 
medical interventions (e.g. hormones and/or surgeries), IF relevant to the care being 
provided. 
11 I am aware that a trans man/transmasculine/non-binary client who has ovaries and a 
uterus can become pregnant even when using testosterone and/or not menstruating. 
12 I know how to address the possibility of pregnancy if a trans man/transmasculine/non-
binary client has not had a hysterectomy, is still within childbearing years, and the nature 
of the sexual assault suggests it 
13 I know that if a trans man/transmasculine/non-binary client is taking hormones, certain 
types of hormonal contraceptives may be limited in their efficacy. 
14 I am aware that there may be (additional) layers of psychological trauma for a trans 
women/transfeminine client who has a penis and became erect or ejaculated during the 
sexual assault. 
15 I am aware that there may be (additional) layers of psychological trauma for a trans 
man/transmasculine client or a trans women/transfeminine client with a constructed 
vagina, after having been vaginally assaulted.  
16 I know to anticipate that a trans client typically may have been subject to others’ 
curiosity, prejudice and violence and therefore may be reluctant to report the crime or 
consent to examination for fear of being exposed to inappropriate questions or abuse. 
17 I am able to carefully explain what is going to be done and why before each step of the 
examination, and respect a trans client’s right to decline any part of the examination, 
particularly if a trans client is reluctant to proceed with an examination due to having 
been subject to others’ curiosity, prejudice and violence. 
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18 I am able to confidently reflect a trans client’s language when possible and use 
alternative means of communication (such as paper and pen for the client to write or 
draw), if necessary. 
19 I am aware of what specific equipment (e.g. Small speculum or anoscope) and tools (e.g. 
Gender-neutral body map) might be needed to assist in the examination of a trans client. 
20 When following procedures and collecting clothing evidence, I am aware that a trans 
client may be unwilling to part with prostheses and similar items for reasons of safety 
and/or cost. 
21 I am aware that a trans client may need to change out of the clothing they were wearing 
while they were assault and/or remove makeup prior to seeking assistance. 
22 I am aware that when preparing official documents, I may need to use conventional 
language, but I am able to explain to a trans client why I am using language in the 
circumstance that does not reflect their own. 
23 I am aware that a trans client may be at a heightened risk for HIV acquisition due to 
unique social, structural, and biological issues. 
24 I am aware that a trans client may be at heightened risk of sexual assault revictimization 
either by intimate partners or others. 
25 I am aware that a trans client may lack or have decreased social supports (e.g. Family, 
friends, trusted service providers). 
26 I am aware that a partner of a trans client (trans identifying or not) also may be at a 
heightened risk of experiencing violence. 
27 I am aware that the sexual assault of a trans client may have occurred in the context of a 
hate crime, which may be important to consider in safety planning. 
28 I am aware that a trans client may face employment barriers due to their gender identity 
and/or expression, resulting in heightened rates of sex work that can make them 
additionally vulnerable to revictimization. 
29 I am aware of available trans-positive resources and service providers in the community 
for a trans client requiring external support.  
30 I am able to access/make referrals to available trans-positive resources and service 





APPENDIX D: PERCEIVED LEVEL OF COMPETENCE PRE- AND POST-TRAINING 
BY COMPETENCY 
Table 4 
Perceived level of competence in the initial assessment pre- and post-training 
 Pre-training Post-training 
Statement Mean SD Mean SD 
I know to always refer to a trans client by their chosen 
name and pronoun(s), even when speaking to others. If 
unsure of their chosen name or what pronoun they go by, 
I routinely ask. 
 1.64 .848 1.45 .800 
I understand the distinction between trans identities and 
intersex. 
3.23 1.631 1.82 .733 
I know how to document information in the medical 
record when the name a trans client uses and the gender 
they present as differs from their legal name and gender. 
3.09 1.875 1.73 .767 
I am confident that I do not, or would not, show surprise, 
shock, dismay or concern when either told or 
inadvertently learning that a client is trans. 
1.55 .912 1.45 .596 
I understand that a trans client may fear assault or 
belittlement by a healthcare professionals’ response to 
their gender identity or expression. 
1.86 .941 1.50 .598 
I am aware that a companion of a trans client may not 
know their gender identity. 
2.14 1.45 1.68 .716 
I routinely consider how a trans client’s fears and 
concerns can affect their initial reactions to a sexual 
assault, their post-assault needs and decisions before, 
during and after the entire care visit. 







Perceived level of competence in medical care pre- and post-training 
 Pre-training Post-training 
Statement Mean SD Mean SD 
I am aware that a trans client may have discomfort, 
dysphoria, and /or dissociation from their body due to 
being trans. 
1.59 .734 1.27 .456 
I am aware that some trans clients may use non-standard 
labels for certain body parts and may be unable to discuss 
sex-related body parts at all. 
1.95 .950 1.41 .503 
I know how to ask a trans client sensitively about their 
history of transition-related medical interventions (e.g. 
hormones and/or surgeries), IF relevant to the care being 
provided. 
2.36 1.049 1.45 .510 
I am aware that a trans man/transmasculine/non-binary 
client who has ovaries and a uterus can become pregnant 
even when using testosterone and/or not menstruating. 
1.55 .800 1.27 .456 
I know how to address the possibility of pregnancy if a 
trans man/transmasculine/non-binary client has not had a 
hysterectomy, is still within childbearing years, and the 
nature of the sexual assault suggests it 
2.14 .774 1.45 .596 
I know that if a trans man/transmasculine/non-binary 
client is taking hormones, certain types of hormonal 
contraceptives may be limited in their efficacy. 
2.64 .953 1.64 .727 
I am aware that there may be (additional) layers of 
psychological trauma for a trans women/transfeminine 
client who has a penis and became erect or ejaculated 
during the sexual assault. 
1.73 .827 1.36 .492 
I am aware that there may be (additional) layers of 
psychological trauma for a trans man/transmasculine 
client or a trans women/transfeminine client with a 
constructed vagina, after having been vaginally assaulted.  






Perceived level of competence in the forensic examination pre- and post-training 
 Pre-training Post-training 
Statement Mean SD Mean SD 
I know to anticipate that a trans client typically may have 
been subject to others’ curiosity, prejudice and violence 
and therefore may be reluctant to report the crime or 
consent to examination for fear of being exposed to 
inappropriate questions or abuse. 
1.64 .902 1.36 .492 
I am able to carefully explain what is going to be done and 
why before each step of the examination, and respect a 
trans client’s right to decline any part of the examination, 
particularly if a trans client is reluctant to proceed with an 
examination due to having been subject to others’ 
curiosity, prejudice and violence. 
1.55 1.101 1.36 .492 
I am able to confidently reflect a trans client’s language 
when possible and use alternative means of 
communication (such as paper and pen for the client to 
write or draw), if necessary. 
2.27 1.162 1.41 .503 
I am aware of what specific equipment (e.g. Small 
speculum or anoscope) and tools (e.g. Gender-neutral 
body map) might be needed to assist in the examination of 
a trans client. 
2.82 1.622 1.59 .590 
When following procedures and collecting clothing 
evidence, I am aware that a trans client may be unwilling 
to part with prostheses and similar items for reasons of 
safety and/or cost. 
1.91 1.192 1.36 .492 
I am aware that a trans client may need to change out of 
the clothing they were wearing while they were assault 
and/or remove makeup prior to seeking assistance. 
1.95 1.214 1.5 .512 
I am aware that when preparing official documents, I may 
need to use conventional language, but I am able to 
explain to a trans client why I am using language in the 
circumstance that does not reflect their own. 
2.18 1.140 1.5 .512 
I am aware that a trans client may be at a heightened risk 
for HIV acquisition due to unique social, structural, and 
biological issues. 






Perceived level of competence in discharge and referral pre- and post-training 
 Pre-training Post-training 
Statement Mean SD Mean SD 
I am aware that a trans client may be at heightened risk of 
sexual assault revictimization either by intimate partners or 
others. 
1.59 .796 1.41 .590 
I am aware that a trans client may lack or have decreased 
social supports (e.g. Family, friends, trusted service 
providers). 
1.32 .568 1.36 .492 
I am aware that a partner of a trans client (trans identifying 
or not) also may be at a heightened risk of experiencing 
violence. 
1.64 .953 1.41 .503 
I am aware that the sexual assault of a trans client may 
have occurred in the context of a hate crime, which may be 
important to consider in safety planning. 
1.45 .596 1.36 .492 
I am aware that a trans client may face employment 
barriers due to their gender identity and/or expression, 
resulting in heightened rates of sex work that can make 
them additionally vulnerable to revictimization. 
1.59 .908 1.36 .492 
I am aware of available trans-positive resources and 
service providers in the community for a trans client 
requiring external support.  
3.23 2.092 1.82 .907 
I am able to access/make referrals to available trans-
positive resources and service providers in the community 
for a trans client requiring external support.  







Blondeel, K., de Vasconcelos, S., García-Moreno, C., Stephenson, R., Temmerman, M., & 
Toskin, I. (2018). Violence motivated by perception of sexual orientation and gender 
identity: a systematic review. Bulletin of the World Health Organization, 96(1), 29-41L. 
https://doi.org/10.2471/BLT.17.197251 
Donald, C. A., DasGupta, S., Metzl, J. M., & Eckstrand, K. L. (2017). Queer frontiers in 
medicine: A structural competency approach. Academic Medicine, 92(3), 345–350. 
https://doi.org/10.1097/ACM.0000000000001533 
Drevdahl, D. J. (2018). Culture shifts: from cultural to structural theorizing in nursing. Nursing 
Research, 67(2), 146–160. https://doi.org/10.1097/NNR.0000000000000262 
Du Mont, J., Kosa, S.D., Abavi, R., Kia, H., & Macdonald, S. (2019a). Toward affirming care: 
An initial evaluation of a sexual violence treatment network’s capacity for addressing the 
needs of trans sexual assault survivors. Journal of Interpersonal Violence, 00(0), 1-20, 
https://doi.org/10.1177/0886260519889943 
Du Mont, J., Kosa, S. D., Solomon, S., & Macdonald, S. (2019b). Assessment of nurses’ 
competence to care for sexually assaulted trans persons: a survey of Ontario’s Sexual 
Assault/Domestic Violence Treatment Centres. BMJ Open, 9(5), e023880. 
https://doi.org/10.1136/bmjopen-2018-023880 
Du Mont, J., Saad, M., Kosa, S. D., Kia, H., & Macdonald, S. (2020). Providing trans-affirming 
care for sexual assault survivors: An evaluation of a novel curriculum for forensic nurses. 
Nurse Education Today, 93, 104541. https://doi.org/10.1016/j.nedt.2020.104541 
Eckstrand, K. L., Lunn, M. R., & Yehia, B. R. (2017). Applying organizational change to 
promote lesbian, gay, bisexual, and transgender inclusion and reduce health disparities. 
LGBT Health, 4(3), 174–180. https://doi.org/10.1089/lgbt.2015.0148 
Graham, K., & Logan, J. (2004). Using the Ottawa Model of Research Use to implement a skin 
care program. Journal of Nursing Care Quality, 19(1), 18–24. https://doi.org/ 
10.1097/00001786-200401000-00006 
International Association of Forensic Nurses (2018). Sexual Assault Nurse Examiner (SANE) 
Education Guidelines. (2018). Retrieved from 
https://cdn.ymaws.com/www.forensicnurses.org/resource/resmgr/education/2018_sane_e
dguidelines.pdf 
James, S. E., Herman, J. L., Rankin, S., Keisling, M., Mottet, L., & Anafi, M. (2016). The Report 




Forge. (2019). Self-assessment tool: “Is your agency ready to serve transgender and non-binary 
clients?” [PDF file]. Retrieved from https://forge-forward.org/2019/04/01/self-
assessment-tool/ 
Langenderfer-Magruder, L., Walls, N. E., Kattari, S. K., Whitfield, D. L., & Ramos, D. (2016). 
Sexual victimization and subsequent police reporting by gender identity among lesbian, 
gay, bisexual, transgender, and queer adults. Violence and Victims, 31(2), 320–331. 
https://doi.org/10.1891/0886-6708.VV-D-14-00082 
McCann, E., & Brown, M. (2018). The inclusion of LGBT+ health issues within undergraduate 
healthcare education and professional training programmes: A systematic review. Nurse 
Education Today, 64, 204–214. https://doi.org/10.1016/j.nedt.2018.02.028 
Metzl, J. M., & Hansen, H. (2014). Structural competency: theorizing a new medical engagement 
with stigma and inequality. Social Science & Medicine, 103, 126–133. 
https://doi.org/10.1016/j.socscimed.2013.06.032 
Munson, M. & Cook-Daniels, L. (2016). A guide for facilitators of trans community groups: 
Supporting sexual violence survivors [PDF file]. Retrieved from https://forge-
forward.org/2016/05/029/sv-facilitator-guide/ 
Rodriguez, A., Agardh, A., & Asamoah, B. O. (2018). Self-reported discrimination in health-care 
settings based on recognizability as transgender: A cross-sectional study among 
transgender U.S. citizens. Archives of Sexual Behavior, 47(4), 973–985. 
https://doi.org/10.1007/s10508-017-1028-z 
Rymer, S., & Cartei, V. (2015). Supporting transgender survivors of sexual violence: learning 
from users’ experiences. Critical and Radical Social Work, 3(1), 155–164. 
https://doi.org/10.1332/204986015X14235562796096 
Seelman, K. L. (2015). Unequal treatment of transgender individuals in domestic violence and 
rape crisis programs. Journal of Social Service Research, 41(3), 307–325. 
https://doi.org/10.1080/01488376.2014.987943 
Sekoni, A. O., Gale, N. K., Manga-Atangana, B., Bhadhuri, A., & Jolly, K. (2017). The effects 
of educational curricula and training on LGBT-specific health issues for healthcare 
students and professionals: a mixed-method systematic review. Journal of the 
International AIDS Society, 20(1), 21624. https://doi.org/10.7448/IAS.20.1.21624 
Testa, R. J., Sciacca, L. M., Wang, F., Hendricks, M. L., Goldblum, P., Bradford, J., & Bongar, 
B. (2012). Effects of violence on transgender people. Professional Psychology: Research 
and Practice, 43(5), 452–459. https://doi.org/10.1037/a0029604 
Todahl, J. L., Linville, D., Bustin, A., Wheeler, J., & Gau, J. (2009). Sexual assault support 
services and community systems: understanding critical issues and needs in the LGBTQ 




U.S. Department of Justice, Office of Violence Against Women. (2013). Sexual assault 
medical forensic examinations: Adults/adolescents (2nd ed.). Retrieved from 
https://www.ncjrs.gov/pdffiles1/ovw/241903.pdf 
White, K. M. (2016). The science of translation and major frameworks. In Translation of 
evidence into nursing and health care. New York, NY: Springer Publishing Company. 
https://doi.org/10.1891/9780826117830.0002 
 
